Background--The Thrombolysis in Myocardial Infarction (TIMI) Risk Score for Secondary Prevention (TRS2°P), a 0-to-9-point system based on the presence/absence of 9 clinical factors, was developed to classify the risk of major adverse cardiovascular events (MACE) (a composite of cardiovascular death, recurrent myocardial infarction, or ischemic stroke) among patients with a recent myocardial infarction. Its performance has not been examined internationally outside of a clinical trial setting.
P atients with recent myocardial infarction (MI) are generally at high risk of subsequent adverse events. [1] [2] [3] [4] [5] Of importance, a large risk variation is recognized among patients with MI depending on demographics, comorbidities, and severity of MI. 6, 7 Risk stratification is important because it may influence the selection of secondary preventive therapy, such as intensive antiplatelet therapy where benefit may only outweigh harm in higher risk patients but not among lower risk ones. [8] [9] [10] In this context, the Thrombolysis in Myocardial Infarction (TIMI) Study Group recently developed a simple scoring system, the TIMI Risk Score for Secondary Prevention (TRS2°P). 10 This risk stratification tool is for classifying the risk of secondary outcomes among patients with recent MI, using 9 clinical and behavioral factors readily available in clinical practice. TRS2°P has been recently validated outside of a clinical trial setting in 2 US regional healthcare systems 11 but not in other countries or regions.
External validation and replication in diverse real-world settings should be requisite for implementation of the algorithm in clinical practice. Therefore, we examined the performance of TRS2°P for predicting major adverse cardiovascular events (MACEs) after recent MI in 5 cohorts (from New Zealand, South Korea, Sweden, and the United States) participating in an international consortium, the Chronic Kidney Disease Prognosis Consortium (CKD-PC). To identify potential explanations for varying performance of TRS2°P across those 5 cohorts, we quantified the associations of each predictor with MACEs as well.
Methods
Because of the data use agreement with participating cohorts of the CKD-PC, the study data and study materials will not be made available to other researchers for purposes of reproducing the results or replicating the procedure. However, it is possible to obtain ARIC (Atherosclerosis Risk in Communities Study) data from the National Heart, Lung, and Blood Institute BioLINCC repository. 12 
Study Design and Participants
This study was performed as an ancillary study of CKD-PC. CKD-PC currently consists of >11 million participants from >70 cohorts with detailed clinical and outcome data (eg, mortality and end-stage renal disease) from >40 countries. 13, 14 For this specific study, based on data collected as part of the CKD-PC, we identified 5 studies with ≥1000 MI cases during follow-up that could be linked to data on the 9 predictors of TRS2°P. These 5 studies included the ARIC and the RCAV (Racial and Cardiovascular Risk Anomalies in CKD Cohort) from the United States, the SCREAM (Stockholm Creatinine Measurements Cohort) from Sweden, the KHS (Korean Heart Study) from South Korea, and the NZDCS (New Zealand Diabetes Cohort Study) from New Zealand. A total of 53 599 patients with recent acute MI who survived at least 2 weeks from index date of MI were included in this study, to be in line with inclusion criteria of the derived study population of TRA2°P (Thrombin Receptor Antagonist in Secondary Prevention of Atherothrombotic Ischemic Event)-TIMI50. 10 Details of the study design and the approach for identifying recent MI cases in each cohort are summarized in Data S1 and S2. This study was approved as not human subject research by the institutional Review Board at the Johns Hopkins Bloomberg School of Public Health because of its nature of pre-existing deidentified secondary data analysis.
Nine Predictors Used in TRS2°P
The following 9 predictors in TRS2°P were identified in each of the 5 studies (Data S1): heart failure (yes versus no), hypertension (yes versus no), age (≥ versus <75 years), diabetes mellitus (yes versus no), prior stroke (yes versus no), prior coronary artery bypass grafting (CABG) (yes versus no), peripheral artery disease (yes versus no), reduced kidney function (estimated glomerular filtration rate < versus ≥60 mL/min per 1.73 m 2 ), and current smoking (yes versus no). 10 We calculated estimated glomerular filtration rate using the creatinine equation from the Chronic Kidney Disease Epidemiology Collaboration. 15 Based on the presence and absence of these 9 predictors, TRS2°P ranged from 0 to 9.
Outcomes
The primary outcome of interest was MACE, defined by a composite of cardiovascular death, recurrent MI, or ischemic
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What Is New?
• The Thrombolysis in Myocardial Infarction Risk Score for Secondary Prevention, a simple scoring system with 9 routine clinical factors predicting adverse outcome after recent myocardial infarction, is modestly predictive in international settings with different demographic and clinical characteristics.
What Are the Clinical Implications?
• The Thrombolysis in Myocardial Infarction Risk Score for Secondary Prevention is useful to estimate the risk of secondary events among patients with a recent myocardial infarction in a broad range of clinical settings.
• Given its simple scoring system with routinely collected variables, the Thrombolysis in Myocardial Infarction Risk Score for Secondary Prevention will help healthcare providers easily acknowledge the risk of patients based on patients' clinical conditions and guide risk-centered management in patients with recent myocardial infarction.
stroke. 10 Cardiovascular death was defined as death caused by MI, heart failure, stroke, or sudden cardiac death as the primary cause. All-cause death was investigated in RCAV since cause of death was not available. Patients were followed until date of MACE, death, or the end of follow-up, whichever came first.
Statistical Analysis
Baseline characteristics of individuals with recent MI in each study were summarized as mean and SD or median and interquartile range for continuous variables and percentage for categorical variables. Subsequently, we determined prediction statistics in a 3-year time frame with fine categories of TRS2°P 0, 1, 2, 3, 4, 5, 6, and ≥7 as carried out in its derived data set. 10 As a measure of discrimination, we estimated
Harrell's C-statistic. 16 For calibration, we plotted predicted risk based on TRS2°P against observed risk in each study and calculated a modified Hosmer-Lemeshow v 2 statistic. 17 We also calculated the Brier score, 18 the average squared deviation between predicted by TRS2°P and observed event rates (a lower score represents better calibration). Observed risk was estimated using the Kaplan-Meier method in each study.
Since we observed suboptimal calibration in several cohorts as presented subsequently, we tried to recalibrate using 2 methods: applying the risk difference between observed versus predicted in the most prevalent score category in each cohort to the predicted risk of every patient (Recalibration 1) and applying the weighted mean risk difference between observed versus predicted risk across score categories in each cohort to the predicted risk of every patient (Recalibration 2).
In RCAV without data on cause of mortality, the Harrell's C-statistic and Brier score, which require individual-level outcome information, were based on the combination of allcause mortality, recurrent MI, or ischemic stroke. However, where individual data were not required, the HosmerLemeshow v 2 statistic was based on 2 scenarios of cardiovascular death accounting for 50% and 41% of allcause death based on the distributions observed in the other 4 cohorts. In 2 cohorts without data on smoking (RCAV and SCREAM), we simulated the 3-year risk in smokers and nonsmokers based on reported prevalence and relative risk of smoking. Details of this hypothetical estimation are summarized in Figure S1 . To examine variation in discrimination of TRS2°P across the 5 cohorts, we first quantified the independent association of the 9 predictors with the risk of MACE. We used Cox proportional hazards models as done in the original study that developed TRS2°P. 10 Pooled hazard ratios and 95% confidence intervals (CIs) were estimated using a random-effects meta-analysis. Heterogeneity was evaluated by the v 2 test and the I 2 statistic.
For sensitivity analyses, we repeated analyses by stratifying the study sample by sex and race. For race, according to availability and diversity of racial groups, we only analyzed whites and blacks in 2 US cohorts (ARIC and RCAV).
All analyses were conducted with the use of Stata software, version 14.2, and a P value of <0.05 was deemed statistically significant.
Results

Baseline Characteristics
Baseline characteristics of a total of 53 599 patients with recent MI in each study are shown in Table 1 . The median age of patients with MI ranged from 61 to 72 years across the 5 studies. About 40% were women in ARIC, SCREAM, and NZDCS, whereas RCAV and KHS had lower proportions of women (2% and 19%, respectively). Whites made up the majority among racial groups in all studies except KHS, which included 100% Asians. There were 26% of patients with black race in ARIC and 15% in RCAV. The prevalence of heart failure was lowest in KHS (2%). The prevalence of history of CABG was %10% in ARIC, RCAV, and NZDCS, but 2% to 3% in SCREAM and KHS. The prevalence of peripheral artery disease was strikingly high in RCAV (51% versus ≤13% in the other cohorts). The prevalence of smoking was highest in KHS (50%).
The distribution of TRS2°P risk scores among patients with MI in each cohort is shown in Figure 1 . In the 3 studies with all 9 predictors available, the most prevalent score was 2 in ARIC and KHS but 3 in NZDCS, which by design only enrolled individuals with diabetes mellitus. In SCREAM without data on smoking status, the score 0 to 1 was most prevalent. Despite the same level of missing data on smoking status, the most prevalent score was 3 to 4 in RCAV. The prevalence of highrisk category with TRS2°P ≥3 10 was the highest in NZDCS (67%), followed by RCAV (52%), ARIC (40%), and KHS (28%), and SCREAM (19%).
Descriptive Statistics of MACE
There were 19 444 cases of MACE across 5 studies over a median follow-up of 1 to 5 years ( Table 2 ). The proportion of censoring varied from 0% in NZDCS to %24% in KHS. In terms of the pattern of individual cardiovascular outcomes, recurrent MI was consistently more common than ischemic stroke in all studies, although the degree of difference varied substantially across the studies. The crude incidence rates of cardiovascular death and recurrent MI were similar in ARIC and SCREAM. The crude incidence rate of recurrent MI was much higher in RCAV compared with other cohorts (10.5 versus ≤4.0 incidence rate per 100 person-years). As noted, cardiovascular deaths accounted for 41% to 50% of all deaths in the 4 studies with available data. In terms of calibration, predicted risk by TRS2°P tended to be lower than the observed risk of MACE (ie, underestimation) consistently in all 5 cohorts, with particularly evident difference in SCREAM (Figure 2 ). Hosmer-Lemeshow v 2 indicated a significant difference between the predicted and observed risks in every study (P<0.001). For RCAV, the alternative assumption of 41% of all-cause death from cardiovascular causes demonstrated similar patterns ( Figure S1 ). For KHS, the difference between the predicted and observed risks were evident at the score <3 and ≥6. The Brier score, which is an overall performance measure, was 0.144 to 0.173 across 5 studies, while the original Brier score for TRS2°P in its derived data set was 0.098. 10 Both recalibration approaches substantially improved the calibration of TRS2°P in most cohorts ( Figure S2 ), with calibration v 2 statistics <50 in ARIC, RCAV, KHS, and NZDCS. When we analyzed men and women separately, we observed largely similar results for both sexes within each Journal of the American Heart Association cohort ( Figure S3 ). For racial groups in 2 US cohorts, risk discrimination was similar in whites and blacks in both cohorts ( Figure S4 ). For calibration, the difference between observed versus predicted risk appeared greater in blacks than whites in ARIC (Brier score 0.231 versus 0.147). However, such a racial difference was not observed in RCAV. When we simulated current smoking status in SCREAM and RCAV under the assumption of current smoking prevalence rates of 29% for SCREAM 19 and 45% for RCAV 20 and a hazard ratio of 1.47, 10 the calibration plots were similar to the primary analysis (which did not account for smoking status) except for the score ≥7 in SCREAM ( Figure S5 ). The variation of these assumptions influenced estimated risk by not >10% in general (Table S1 ). Figure 3 shows 3-year risk estimates of MACE by the broader categories of TRS2°P corresponding to low, intermediate, and high risk (0, 1-2, and ≥3, respectively) proposed in the original TRS2°P article. 10 In every cohort, overall, higher TRS2°P (particularly ≥3) was consistently associated with higher risk of MACE, with risk gradient of 3-to 5-fold between low-and high-risk categories in ARIC, RCAV, and SCREAM. NZDCS demonstrated a 2-fold risk gradient between high versus intermediate risk, which is similar to the aforementioned 3 studies. KHS demonstrated the least separation of risk among the 3 risk categories based on TRS2°P. 
Prediction Statistics
TRA2˚P-TIMI50 for reference
Brier score 0.098 C-statistic: 0.67 Figure 2 . Three-year probability of major adverse cardiovascular event (MACE) by the TRS2°P. For RCAV, cardiovascular death was assumed to be 50% of all-cause death because of lack of information on cardiovascular death, but the C-statistic is not reflected. All NZDCS participants had a diagnosis of diabetes mellitus according to their primary care provider. The 9 risk predictors are heart failure, hypertension, age (≥75 y), diabetes mellitus, stroke, coronary bypass graft surgery, peripheral artery disease, kidney dysfunction, and smoking. 
Relative Risk of MACE for Individual Predictors Across 5 Studies
When we looked at the hazard ratio of MACE for each of the 9 predictors, age ≥75 years was the only risk factor significantly associated with MACE in every cohort, with the highest meta-analyzed hazard ratio of 1.68 (95% CI, 1.25-2.26) ( Table 3) . History of heart failure and stroke showed similar meta-analyzed hazard ratios ( Figure S6 ).
Discussion
We evaluated the predictive performance of TRS2°P, a simple scoring system with 9 routine clinical factors predicting 3-year prognosis after recent MI, in 5 cohorts outside of a clinical trial setting from 4 countries with different demographic and clinical characteristics, and subsequently different adverse outcome event rates. Our cohorts tended to have higher scores than the original TRA2°P-TIMI50 population. 10 Despite these demographic and clinical variations, we confirmed that higher TRS2°P was consistently associated with higher risk of MACE, indicating reasonable risk discrimination, with C-statistics ranging from 0.60 to 0.69 in most studies, which are comparable with those originally reported in the derivation data set of TRS2°P. Although we recognized a few caveats of underestimation of absolute risk of MACE by TRS2°P in all 5 cohorts and suboptimal discrimination in a South Korean study, TRS2°P demonstrated decent risk prediction among Figure 3 . Three-year risk for major adverse cardiovascular event (MACE) by categories based on TRS2°P (0 point=low 1-2=intermediate ≥3=high). For RCAV, cardiovascular death was assumed to be 50% of allcause death because of lack of information on cardiovascular death. The NZDCS cohort participants all have diabetes mellitus and thus none are considered low risk. The 9 risk predictors are heart failure, hypertension, age (≥75 y), diabetes mellitus, stroke, coronary bypass graft surgery, peripheral artery disease, kidney dysfunction, and smoking. Journal of the American Heart Association patients with MI in diverse clinical and regional settings. Of the 9 predictors, our meta-analysis confirmed 7 (heart failure, hypertension, age ≥75 years, diabetes mellitus, stroke, peripheral artery disease, and kidney dysfunction) as significant risk factors; we did not find significant risk associated with current smoking and CABG overall. The most common scores in our cohorts were either 2 or 3, whereas a score of 1 was most prevalent in the original TRA2°P-TIMI50. 10 We observed higher TRS2°P scores in our cohorts, despite the lack of smoking information in 2 cohorts. Our observation may not be surprising since clinical trials often enroll selected healthier populations because of stringent inclusion and exclusion criteria. 21 Indeed, compared with patients in TRA2°P-TIMI50, participants in our 5 cohorts were older and more likely to have comorbidities (eg, much higher prevalence of peripheral artery disease in RCAV and current smoking in KHS). The difference in characteristics between our cohorts and TRA2°P-TIMI50 may be important in explaining why TRS2°P tended to underestimate the risk of an adverse outcome in our cohorts. For example, RCAV in our study had a higher prevalence of comorbidities, as noted above, as well as higher incidence of cardiovascular outcomes than TRA2°P-TIMI50. 10 Indeed, when clinical trials were investigated, TRS2°P demonstrated good calibration for secondary adverse outcome. 22 Also, we should keep in mind that TRA2°P-TIMI50 used adjudicated outcomes, whereas some of our cohorts relied on discharge diagnosis to identify MACE. Nonetheless, the Brier score, a measure of overall model performance, ranged from 0.144 to 0.173 across 5 studies, while the Brier score in the TRA2°P-TIMI50 was 0.098. 10 Although we should keep in mind the tendency of underestimation in real-world cohorts, overall, TRS2°P demonstrated decent risk prediction among patients with recent MI in international non-clinical trial settings, despite its simple scoring system. Since the issue of calibration may be fixable by recalibration, 23 as seen in some of our cohorts, discrimination ability is essential for risk prediction. 24 In our study, the ability of TRS2°P to discriminate the risk of subsequent cardiovascular outcomes among patients with MI was reasonably good. Four cohorts from the United States, Sweden, and New Zealand showed C-statistics around 0.61 to 0.69, which are largely comparable to the original C-statistic in TRA2°P-TIMI50 of 0.67. 10 This may reflect the fact that the relative risk for a key risk factor is often generally consistent across different clinical and geographic settings, 25, 26 since discrimination reflects the strength of relative risk relationship. Therefore, TRS2°P seems particularly useful in stratifying patients into risk categories (as shown in Figure 3 ) rather than predicting the absolute risk of having an adverse outcome. Nonetheless, unlike primary prevention therapy (eg, statin therapy in 10-year risk of incident atherosclerotic cardiovascular disease ≥7.5%), 27 to our knowledge, there are no established long-term risk thresholds influencing secondary prevention therapy among patients with MI. Thus, once such a threshold is established for some specific treatments in the future among MI patients, TRS2°P should be tested in the context of that specific threshold. The suboptimal discrimination of TRS2°P in a Korean cohort in our study may deserve some discussion. The low prevalence of heart failure, one of the strongest predictor in TRS2°P, might be related to this observation. Regarding the lack of association between diabetes mellitus and MACE in our Korean cohort, a previous study from the Korean MI registry showed similar results from our Korean cohort and indicates a potentially unique risk factor profile in Korean patients with MI. 28 In addition, a relatively high proportion of censoring within 3 years in this cohort might play a role as well. Also, it seems worth recognizing that TRA2°P-TIMI50 did not include patients from Korea, although it included some patients from other East Asian countries such as Japan and China. Nonetheless, future investigations are warranted because it is critical to develop or validate prediction models for post-MI patients in Asia.
In terms of each of the 9 predictors in TRS2°P, the metaanalyzed hazard ratio in our study was similar to the hazard ratio in TRA2°P-TIMI50 for the following 7 risk factors: heart failure, hypertension, age, diabetes mellitus, stroke, peripheral artery disease, and kidney dysfunction. These clinical and demographic factors have been recognized as important risk factors among patients with MI in clinical guidelines. 29 Moreover, these risk factors are incorporated in a number of risk prediction models for patients with MI. 6, 7, 28, [30] [31] [32] [33] [34] In contrast, current smoking and CABG were not evidently associated with adverse outcomes after MI in our metaanalysis. For current smoking, interestingly, a few studies reported that their presence (together with other traditional atherosclerotic risk factors such as dyslipidemia) was counterintuitively associated with better prognosis among patients with MI. [35] [36] [37] Although the exact reasons are not clear, investigators from those studies made several speculations. For example, there may be misclassification of those factors after MI. Specifically, patients with cardiovascular disease may incorrectly self-report smoking status since they are under the pressure to quit smoking. 38 For CABG, several trials have shown its survival benefits compared with percutaneous revascularization or medical treatments in patients with severe coronary heart disease. [39] [40] [41] Thus, the prognostic value of CABG may depend on patient characteristics. Also, it is noteworthy that prior CABG was significantly associated with increased risk of MACE in 3 out of 5 cohorts. Our study has several clinical implications. First, TRS2°P seems generally useful to classify 3-year risk among patients with recent MI in a broad range of clinical settings. Although there are a few validated risk stratification tools (eg, GRACE score and TIMI risk score) for patients with acute coronary syndrome, 30 ,31 most of these mainly aim to predict short-term risk (eg, in-hospital or 14-day) to make the decision of urgent revascularization. 42, 43 Therefore, if the goal is to estimate longer-term risk over a few years, TRS2°P would be a reasonable option. While more complex models (eg, equationbased models including alternative parameterization of TRS2°P predictors 44 or dynamic models using time-varying electronic health records 45 ) would outperform TRS2°P for accurately predicting the risk, its simple scoring system will help healthcare providers easily acknowledge the risk of patients based on patients' clinical conditions without using a computer-based risk calculator. This simple scoring system may be used even in low resource settings, although this concept should be tested in low resource settings since our 5 cohorts are from high-income countries. Second, since TRS2°P tended to underestimate the risk of adverse outcomes in our setting, in case a more precise absolute risk estimate is needed for clinical decisions, some kind of recalibration, as we demonstrated, may be needed for personalized clinical decisions. Finally, TRS2°P demonstrated decent risk prediction even among studies without data on smoking. Although it is definitely important for healthcare providers to assess smoking status in daily clinical practice, data availability of smoking status in clinical database studies has been challenging. 46, 47 In this context, our results suggest that TRS2°P without smoking data may still be useful to identify high-risk patients with recent MI to be targeted for research or health promotion. Our study has several limitations. First, although we did our best to standardize variable definitions across cohorts, heterogeneity still remained, as noted above. Specifically, some cohorts lacked information on smoking status and cardiovascular death. From another point of view, decent prediction performance of TRS2°P in most studies despite this limitation seems to indicate its potential generalizability in broad settings. Second, measurement of the 9 predictors and ascertainment of outcomes were not necessarily standardized in all cohorts. Third, black patients in this analysis were only from the 2 US cohorts, so generalizing to diverse populations should be done with caution. Fourth, information on ST-elevation versus non-ST-elevation MI was not available in every cohort, and thus whether the performance of TRS2°P differs in these 2 types of MI is yet to be investigated. Nonetheless, TRS2°P was developed from data without differentiating MI types. Finally, since we were limited with only 1 or 2 cohorts from a country or region, we cannot differentiate study-specific versus country/ region-specific results related to local practice.
In conclusion, TRS2°P reasonably predicted secondary events among patients with recent MI in international nonclinical trial settings, with some caveats to be explored in future studies (eg, general underestimation of the risk of adverse outcomes and suboptimal discrimination in a Korean cohort). Particularly given its simple feature of a 0 to 9 scoring system with routinely collected variables, TRS2°P may be considered for classifying the prognosis and to guide riskcentered management among patients with recent MI. Data S1.
Data analysis overview and analytic notes for some of individual studies Overview As previously described, 1 the collaborating cohorts were asked to prepare a dataset with approximately 20 variables (follow-up time, event variable, nine predictors, and medication uses). To minimize heterogeneity, the CKD-PC Data Coordinating Center sent definitions of variables and dataset preparation. We instructed studies not to impute any variables.
For 3 of the 5 cohorts in this study, 2, 3 the Data Coordinating Center at Johns Hopkins University conducted analysis; the remainder ran the standard code written in STATA by the Data Coordinating Center and shared the output with the Data Coordinating Center. Standard code was designed to automatically save all output including categorical/continuous analyses and survival analyses.
As detailed in our previous report, 2, 3 each cohort was instructed to standardize their serum creatinine and report its method when available. The reported creatinine standardization allows grouping studies into studies that reported using a standard IDMS traceable method or conducted some serum creatinine standardization to IDMS traceable methods (ARIC, RCAV, SCREAM) and studies where the creatinine standardization was not done (KHS, NZDCS). For those cohorts without standardization, the creatinine levels were reduced by 5%, the calibration factor used to adjust non-standardized MDRD Study samples to IDMS. 2, 4 We calculated eGFR using the CKD-EPI equation 5 This cohort has very low rates of female (<6%) and race other than black or white (<4%). This cohort does not have data on smoking and cause of death. SCREAM: This cohort is a health care use cohort from the sole health care provider of the region of Stockholm, Sweden. All Stockholm residents aged 18 years or older with data on serum creatinine in either inpatient or outpatient care from 2006 to 2011 were included. Given serum creatinine as a common test in healthcare, ~66% of the adult population in Stockholm were covered. This cohort does not have data on smoking. KHS: This cohort included individuals who had voluntarily undergone a health checkup in 18 centers located in the capital, Seoul, and 6 provinces in South Korea in 1996 to 2004. Educational attainment and socioeconomic status were higher in this cohort relative to overall Korean population. NZDCS: This study included participants with a diagnosis of diabetes and no known previous cardiovascular event at baseline according to primary care provider in New Zealand. Almost all data were collected by 26 organizations around country, all of whom were invited to provide data for this study. 438  or ICD-10 I61,  I630,  I631,  I632,  I633,  I634,  I635,  I637,  I638,  I639, I64,  I693,  I690,  I691,  I692,  I694,  I698 ICD-9 V4581 or ICD-10 Z951 was assumed to be 50% of all-cause death due to lack of information on cardiovascular death. Two key elements determining the MACE cumulative incidence within smokers and non-smokers are the prevalence of smokers and the relative risk of smokers compared with non-smokers. Risknonsmk = CInonsmk+smk / ((PRsmk * (RRsmk -1))+1 ) and Risksmk = (1-(1-Risknonsmk) HRsmk Here CInonsmk+smk is observed cumulative incidence of cardiovascular events at a given TRS2°P category not accounting for smoking status (in other words, cumulative incidence lumping non-smokers and smokers). PRsmk is the prevalence of smokers, and we primarily used the prevalence of smokers (29%) in SWEDEHEART, 11 a Swedish registry of MI cases, for SCREAM and the prevalence of smokers (45%) among US veterans with coronary heart disease 12 for RCAV. RRsmk is relative risk of smokers compared with non-smokers, and we primarily used the hazard ratio of 1.47 in the derived dataset of TRS2°P (TRA 2°P-TIMI50) but also explored other hazard ratios including the one from our meta-analysis shown subsequently. 13 We used hazard ratios from TRS2°P and our meta-analysis as approximation of relative risk. Cumulative incidence accounting for smoking is a weighted average of MACE cumulative incidence in smokers and that in non-smokers. Predicted Observed Figure S2 . Three-year probability of major adverse cardiovascular event (MACE) of recalibrated predicted risk and observed risk by the TRS2°P. For RCAV, cardiovascular death was assumed 50% of all-cause death due to lack of information on cardiovascular death; All NZDCS participants had a diagnosis of diabetes according to primary care provider. Calibration 1:
Cohort specific definition of recent myocardial infarction (MI)
Where, Precalibrated is recalibrated predicted risk at a given TRS2°P category and Poriginal is original predicted risk at a given TRS2°P category. Oi is observed risk at the most prevalent score in each cohort, Pi is original predicted risk at the most prevalent score in each cohort. fj=f0, f1, f2, …, f7 is frequency corresponding to each TRS2°P category and Oj=O0, O1, O2, …, O7 is observed risk corresponding to each category. Predicted recalibration2 risk_obsv Figure S3 . Three-year probability of major adverse cardiovascular event (MACE) by categories of TRS2˚P and sex.
For RCAV, cardiovascular death was assumed 50% of all-cause death due to lack of information on cardiovascular death, but, in number of cases, all-cause reflected; All NZDCS participants had a diagnosis of diabetes according to primary care provider. For RCAV, cardiovascular death was assumed 50% of all-cause death due to lack of information on cardiovascular death, but, in number of cases, all-cause reflected. 
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For SCREAM, the assumed prevalence of current smoking was 29% and the assumed hazard ratio was 1.47. For RCAV, the assumed prevalence of current smoking was 45% and the assumed hazard ratio was 1.47. Cardiovascular death was assumed to be 50% (A) and 41% (B) of all-cause death due to lack of information on cardiovascular death. 
